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This study examines psychosocial factors that contribute to risky sexual behavior
among African-American adolescent females. AIDS is one of the most deadly diseases
affecting the world today and is the number one killer of African-American women
between the ages of 18 and 24. HIV/AIDS prevention education has been the major
outreach tool used to combat the spread of this disease. However, prevention education
does not seem to be impacting this population significantly, which leaves many searching
for other answers for outreach.
The purpose of this study was to ascertain the impact of HIV/AIDS prevention on
persons participating in risky sexual behavior and also to determine the role of
self-esteem and spirituality as major factors contributing to the sexual decision-making
process of this high risk population. A sample of 30 African-American female
adolescents between the ages of 12 and 20 were recruited from an African Methodist
1
Episcopal Church in Lithonia, Georgia. Each participant completed a questionnaire
regarding their HIV/AIDS education level, their spirituality, and their level of self
esteem. The data collected via the questionnaire were analyzed using descriptive, as well
as cross tabulation analysis. While the findings did not show a significant relationship
between spirituality and self-esteem, there was evidence of a relationship between HIV
knowledge and risky sexual behavior.
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Purpose of the Study
As a result of comprehensive research in conjunction with an accompanying
survey, the writer of this study presents facts, statistics and observations associated with
sexual behavior in female African-American adolescents. Specifically, included is an
analysis of factors possibly influencing or deterring risky sexual behavior in this population
including an analysis of such factors as self-esteem, spirituality and HIV/AIDS education.
Subject matter in this chapter includes a description of the purpose of this study,
background information, a statement of the problem, and discussion of the study’s
significance.
Background of the Problem
Human immuniodeficiency virus is the virus that causes acquired immune
deficiency syndrome (AIDS). Research shows the first diagnosed cases of AIDS
occurred in the 1980s. We are now in the third decade of the HIV/AIDS epidemic. More
than 60 million people worldwide have become infected with this deadly disease,
including over 20 million who have already died. The majority of those newly infected
today, both in the United States and abroad, are under 25. AIDS could realistically claim
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up to 100 million lives worldwide by 2020 and at that rate, AIDS will be the worst
epidemic in human history (www.knowhivaids.org, 2004).
HIV is spread most commonly by having sex with an infected partner. The virus
can enter the body through the lining of the vagina, vulva, penis, rectum, or mouth during
sex. HIV is also spread through contact with infected blood. Prior to donated blood
being screened for evidence of HIV infection and before heat-treating techniques to
destroy HIV in blood products were introduced, HIV was transmitted through
transfusions of contaminated blood or blood components. Today, because of blood
screening and heat treatment, the risk of getting HIV from such transfusions is extremely
small (Centers for Disease Control, 2004).
In the early phase of the HIV epidemic, HIV was frequently spread among
intravenous drug users by the sharing of needles or syringes contaminated with very small
quantities of blood from someone infected with the virus. HIV can also be transmitted to
babies during pregnancy or birth. Approximately one-quarter to one-third of all untreated
pregnant women infected with HIV will pass the infection to their babies. HIV also can be
spread to babied through the breast milk of mothers infected with the virus (Centers for
Disease Control, 2004).
Since 1985, the number of HIV cases reported among adult and adolescent
women has more than tripled from 7% in 1985 to 25% in 1999 (Centers for Disease
Control, 2001). The HIV/AIDS epidemic has experienced a dramatic increase among
women, particularly women of color. HIV/AIDS is the number two killer of
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African-American women in the 25-44 year age cohort; additionally, AIDS is the number
one killer of males within the same age group (Centers for Disease Control, 2002).
According to the Centers for Disease Control (CDC), African-American women are the
fastest growing group infected with the HIV/AIDS virus (CDC, 1997). Although
African-American women make up 12% of the population, they account for over 30% of
the country’s HIV/AIDS population (CDC, 1997).
While women make up the largest number of newly diagnosed HIV cases, they
seem to be the group that in the past has received the least amount of attention. The
homosexual Caucasian population has been the focus of the vast majority of outreach since
the onset of this epidemic and as a result, the number of homosexual Caucasian men
contracting the disease has decreased significantly (CDC, 1997). Research suggests that
the prevention and outreach initiatives targeting women are not deterring them from
participating in risky sexual behavior, thus placing them at increased risk of contracting the
disease. Research has also shown that AIDS-related prevention and outreach methods
must be sensitive to the population’s demographics, including age, gender and educational
level (Grinstead, Peterson, Faigeles, & Catania, 1997).
Statement of the Problem
The World Health Organization (WHO) reports that in the year 2002,
approximately 14,000 new HIV infections were reported daily, and of these 14,000 cases,
12,000 of these newly diagnosed cases were in females ages 14-49. Sixty percent of the
heterosexual AIDS population today is comprised of women, and according to the CDC
(1997), a significant number of these women are African American. Researchers estimate
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that an estimated 240,000 to 325,000 African Americans are infected with HIV, the virus
that causes AIDS (Georgia Department of Human Resources, Office of Communications,
1996). In most recent years, African Americans have been educated about the HIV/AIDS
virus; however, this information has not seemed to reduce the rates of infections in this
population. Many scholars suggest that if health professionals working with this
population understood why these women continue to engage in risky sexual behavior, rates
of infections could be reduced. This study seeks to investigate how, if at all, HIV/AIDS
knowledge, spirituality, and self-esteem impact African-American female adolescents’
participation in risky sexual behavior.
Significance of the Study
As risky sexual behavior among adolescents asserts itself among other social
problems, it negatively impacts the lives of the adolescent, family members, and
individuals in the community. As social work practitioners and global citizens, it is
increasingly important that we become aware of the prevalence of sexual behaviors among
adolescents, as well as factors that may or may not influence these behaviors.
Behavior and attitudes related to premarital sex and sexuality have become less
restrictive as have the attitudes of today’s youth. Among sexually active teens, the average
age of first time intercourse is just under 15 years of age (Cate, Long, Angera, & Draper,
1993). Studies suggest that youth tend to fall into a high risk category because of their
risk-related sexual behavior, i.e., sex at an early age, non-use or inconsistent use of
contraceptives, number of sex partners, high incidents of sexually transmitted disease, those
who have sex with “high risk” persons, and apparent lack of HIV/AIDS knowledge.
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The high incidents of Sexually Transmitted Diseases (STD) and behavioral data
suggest that only small number of adolescents take adequate precautions to prevent
unwanted pregnancies, STD’s, and the HIV infection (Bowler, Sheon, D’Angelo, &
Vermund, 1992). In a 1988 report by the Office of Technology Assessment, researchers
discovered that HIV/AIDS and STD education impacted a student’s knowledge. However,
the effects of this education on their behavior remains unknown. To further solidify this
point, research performed by Jermott and Jermott (1992) states that HIV/AIDS education
alone does not affect decisions to participate in risky sexual behavior with any conclusive
significance.
This study seeks to investigate the complex variables that may weigh in on an
adolescent’s decision to participate in risky sexual behavior. This study also provides
information regarding relevant factors contributing to the practice of risky sexual behavior
among African-American adolescent females. While there is still a great deal of research
needed in this field, this study shall serve as a vehicle to begin moving society in the
direction of the identification of factors contributing to risky sexual behaviors as relating to
this population.
Summary
Chapter I provided a brief overview of the study, statement and background of the
study, significance of the study, and its purpose. Chapter II of this study provides an
impression of existing empirical research on this topic, as well as the limitations thereof.
Chapter III gives an in-depth description of methods utilized in conducting the study,
including the setting, sample, measure, design, procedure, and data analysis. Chapter IV
consists of the analysis of data and a presentation of the findings. Chapter V discusses the
findings as they relate to the literature, and draws conclusions regarding the study and it’s
credibility. Finally, Chapter VI discusses the implications of the study’s findings as they
relate to social work practice.
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CHAPTER II
REVIEW OF THE LITERATURE
HIV/AIDS has become a social problem that adversely affects the entire world.
There is no particular group that is immune from this disease or its effects and as a result
human service providers have had to search for more innovative methods in which to
reach populations that are identified to be most at risk for contracting the disease. There
is still a great deal of research that needs to be done, which highlights why certain groups
continue to participate in risky sexual behavior and place themselves at a greater risk for
contracting sexually transmitted diseases, HIV, and unwanted pregnancies.
This section reviews the relevant literature on the HIV pandemic, risky sexual
behavior, spirituality, and self-esteem in an effort to gain additional insight into what
variables, if any, influence African-American adolescent females to partake in risky
sexual behavior.
The HIV/AIDS Pandemic
The first documented cases of HIV were diagnosed in 1984; however, studies of
previously stored blood supplies imply that the HIV virus had entered into the United
States in the late 1970s (World Health Organizations, n.d.).
At the onset of the AIDS epidemic, the disease was presumed to be a gay white
man’s disease and was initially identified as G.R.I.D., which is the acronym for Gay
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Related Immuno Deficiency. However in recent times, the epidemic has expanded to
include every race, gender, age, educational level and income bracket.
HIV and the Citizens of Georgia
Among all states in the union, Georgia has a relatively large number of reported
AIDS cases (Georgia Department of Human Resources, Office of Communications,
2004). Although Georgia is ranked tenth in population size, it accounted for the seventh
highest rate of AIDS among all states (U. S. Census Bureau, 1999). In the fiscal year
1998, African Americans accounted for only 28% of Georgia’s population. As of
December 1999, Georgia had 21,477 cumulative cases of AIDS and of this number,
13,121 of these cases were reported in the African-American population (Georgia
Department of Human Resources, Office of Communications, 2004).
In Georgia, the most frequent mode(s) of HIV transmission for cumulative
minority AIDS cases reported were men who have sex with men (3 5%), intravenous drug
users (26%), and heterosexual contact (18%) (CDC, 1999). This state invests a
significant amount of its resources into the research and eradication of the AIDS virus.
The financial strain of caring for HIV-positive citizens in Georgia is greatly overtaxing
the state’s resources. In FY 1998, Georgia spent $18.5 million on HIV education, STD
prevention, and treatment (Georgia Department of Human Resources, Office of
Communications, 2002).
HIV and Women
The rate of HIV/AIDS cases among women has steadily risen in the past ten
years. Since 1985, the number of HIV cases reported among adult and adolescent women
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has more than tripled from 7% in 1985 to 25% in 1999 (CDC, 2004). In Georgia, the
CDC reports that 82% of known HIV/AIDS cases in women are African Americans of
reproductive age (CDC, 2004)
Most recently it has become evident that the epidemic has advanced into even
younger ages of the age spectrum. Stevens (1998) states that African-American
adolescents comprise 36% of the entire AIDS population in the United States, and a
majority of that 36% are female, possibly due to the fact that teenagers tend to engage in
sex with more experienced partners. According to Staples (2000), 54% of new AIDS
cases in the United States are African-American females.
Each year the number of HIV infected African-American women increases. Fears
(1998) stated that African-American women were eight times more likely to contract the
HIV virus than Caucasian women, and three times more likely to contract the virus than
Hispanic women. The CDC (2004) reports that there are several factors that place
minority women at risk for contracting the HIV virus. These risk factors are poverty
(recent estimates suggest that one in four African Americans live in poverty), substance
abuse, denial, and partners at risk.
Furthermore, HIV is now the third leading cause of death among women 25-44
years of age and the number one cause of death among African-American women in the
same age group (National Institutes of Health, 1996). According to Staples (2000), 54%
of the new AIDS cases in the United States are African-American females and 62% of all
new HIV/AIDS cases in the United States are African-American children, in part because
they are contracting the disease in utero. Many of the diseases that sometimes occur in
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uninfected women also occur more frequently in HIV-infected women. Some of these
include vaginal yeast infections, severe herpes simplex virus ulcerations, and pelvic
inflammatory disease. Women who are experiencing these ailments should be tested
regularly for HIV and often times are not (National Institutes of Health, 1996).
Between the years of 1985 and 1988, HIV infection quadrupled among women of
color, most of whom reside in poorer inner-city areas. Of these women that are
becoming infected, approximately 53% are African American and approximately 20%
are Latin American (Chu, Buehler, & Berkelman, 1990). With the reality that HIV/AIDS
is the leading cause of death among African-American women ages 15 to 44 and among
Latin-American women ages 25 to 34, it is evident that these minority groups are being
disproportionately affected by this disease. Many scholars and researchers predict that
HIV/AIDS will soon become the leading cause of death among minority women of
reproductive age (Chu, Buehler, & Berkelman, 1990).
In the state of Georgia during the early stages of the epidemic, most of the
infected population were men. Between the years 1984 to 1998, the proportion of female
AIDS cases in the state of Georgia jumped from 4% to 19%. Specifically, more than
81% of women with AIDS in Georgia are African American (Georgia Department of
Human Resources, Office of Communications, 1999). Many of these women contracted
AIDS from having sexual intercourse with men who were either drug users or men who
had sex with other men. The majority of women contracting HIV in the state of Georgia
were exposed through heterosexual contact. Further, approximately one in five children
born to women with HIV/AIDS are born positive, which leads to the increasing number
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of children with HIV/AIDS among African Americans (Georgia Department of Human
Resources, Office of Communications, 1999).
Risky Sexual Behavior
Risky sexual behavior among adolescents increases the susceptibility of unwanted
pregnancies as well as HIV infection and sexually transmitted diseases. There are many
theories which profess the following rationale(s) and their association with risky sexual
behavior among teens. These theories include a lack of appropriate sex education
courses, sexual experimentation, a reluctance to use condoms and other contraceptive
methods, and the belief of most adolescents that they are invincible (Lightfoot, 1997).
While much research has been performed assessing an adolescent’s knowledge
about STD’s and HIV/AIDS, there has not been a vast amount of research studying the
relationship between HIV/AIDS knowledge, spirituality, self-esteem, and risky sexual
behavior. Researchers have found that STD and HIV education affects a student’s level
of knowledge; however, the effects of STD and HIV education on the behavior of said
students remains unknown (Ku, Sonenstein, & Pleck, 1992).
The rate of HIV infection is rapidly spreading among adolescents, primarily due
to their risk taking. Some studies suggest that up to one quarter of teenagers engage in
anal intercourse, sometimes to avoid pregnancy or to retain their virginity. Anal sex, as
research has shown, causes cuts and tears in rectal tissue, which in turn invites infections
into that particular region. Many adolescents also report having multiple partners, again
increasing their chances of infections (Hanaver, 1992).
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According to Braithewaite, Stephens, Taylor, and Braithewaite (1998), a woman’s
sexual behavior in the preceding twelve months is a practical predictor of her normal
everyday sexual behavior. Many African-American women do not perceive themselves
at risk for the contraction of the HIV virus because they do not see any similarities
between themselves and the traditional “at-risk” populations. According to Siegal and
Gibson (1998) and Mays and Cochran (1988), these women do not participate in anal sex
or any of the other perceived stereotyped behaviors, thereby making it difficult for them
to see themselves as falling into the high-risk category. Consequently, it is increasingly
difficult for these women to see reasons for altering their sexual practices.
A study conducted by Weeks, Grier, Radda, and McKinnley (1998), investigating
risky sexual behavior as it relates to African-American women and their oppression in
relationships, explores the suggestion that the power which women relinquish in the
bedroom is due to several factors: poverty, drug abuse and addiction, diminished
self-image and a need to transfer some power to the African-American male since he is
often oppressed in main stream society.
Spirituality
The role spirituality plays in the process of positive decision-making is unclear,
differing definitions and interpretations of the term spirituality contribute to this lack of
clarity. Spirituality involves a complexity of feelings, thoughts, and attitudes about
oneself in the world, and involves the quality of our relationship to whatever or whoever
is most important in our life.
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Throughout the literature, authors defined spirituality differently. Dollard (1993)
in his study defined spirituality as being concerned with our ability through our attitudes
and action, to relate to others, to ourselves, and to our God, as we understand him. Miller
(1998) uses the term spiritual to refer to practices, insights, states of being, and frames of
reference that are most influenced by forces beyond and inclusive of the individual and
the personal interpersonal or transcendent experience. Miller also defines spirituality as a
process of advancement toward or in the development, experience, integration, or
acquisition of those ego transcending behaviors, cognitions, values, attitudes, practices,
or beliefs. Miller states that spirituality is defined as the relationship between body, mind
and emotions that allow people to be positively and creatively connected to others and the
world around them.
Many individuals are not aware that there is a difference between religion and
spirituality. Religion is a set of teachings and concepts about God that can either enhance
spiritual growth or damage it. Spirituality is not “out there” somewhere on a higher level.
Spiritual power is within us; it is manifested in our self-esteem, in our ability to make
choices, and to take responsibility for our lives. According to Father Leo Booth (1995),
one does not need to be religious to be spiritual, nor does one need to believe in God to
be spiritual.
In terms of hard scientific evidence, there is little empirical evidence on the
efficacy of spirituality in the reduction of risk-taking behavior.
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Self-Esteem
Self-esteem generally connotes the positive or negative value one places on one’s
attributes (Freshbach & Weiner, 1991). Self-esteem has been shown to influence a
significant number of psychological and behavioral variables in children and adolescents.
Self-esteem is a widely used concept both in popular language and in psychology.
It refers to an individual’s sense of his or her value or worth, or the extent to which a
person values, approves of, appreciates, prizes or likes himself or herself (Roberts, 1998).
For many years, self-esteem and self-concept were considered to be one in the same.
However, while the terms are similar and interrelated, each term holds its own meaning
and for the purpose of this study they are not used interchangeably.
The most broad and frequently cited definition of self-esteem within psychology
is Rosenberg’s (1965) definition, which described it as a favorable or unfavorable attitude
towards self. Self-esteem is generally considered the evaluative component of the
self-concept, a broader representation of the self that includes cognitive and behavioral
aspects as well as evaluative or affective ones (Roberts, 1998). Rosenberg’s scale was
originally developed to measure adolescents’ global feelings of self-worth or
self-acceptance, and is generally considered the standard against which other measures of
self-esteem is compared.
Self-esteem is the total of one’s self-confidence, self-worth, and self-respect.
Webster’s dictionary (1996) defines it as confidence and satisfaction in oneself. Self
esteem means feeling good about your beliefs, thoughts, feelings and desires. High
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self-esteem is important because it provides a foundation for one to deal with life’s many
challenges.
A variety of factors can contribute to low self-esteem, including but not limited
to, poor relationships with parents or siblings, being the victim of a physically, sexually,
or mentally abusive relationship, or experiencing racist or discriminatory practices in
ones professional or personal relationship. Low self-esteem can cause one to have poor
and dysfunctional relationships, can lead to depression, drug addiction and can create in
ones mind a very bleak and negative outlook on life.
Self-esteem has been related both to socioeconomic status and to various aspects
of health and health-related behavior, and has a related construct, self- efficacy.
Self-efficacy, a term associated with the work of Bandura (1996), refers to an
individual’s sense of competence or ability in general or in particular domains.
In a study completed by Clark and Clark (1947), it is suggested that
African-American adolescents possess negative self-concepts and very low self-esteem.
It is also contended that negative self-concepts and low self-esteem have an effect on the
other, whether directly or indirectly. Furthermore, works by Branden (1996) examine
and compare a series of studies completed on self-esteem. Branden concluded
self-esteem is the most important judgment that we will pass on in our lives due to it
being passed on to us.
African-American Adolescent Females
There have been numerous studies conducted on adolescents, and the common
theme among the literature is that the years of adolescence are the most important and
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formative as it relates to the gradual transformation into adulthood. According to
Erickson (1968), the formation of identity formation is one of an adolescent’s main
developmental tasks. Erikson’ s work has been central in guiding research on personal
identity development and Marcia (1988) has developed a framework that facilitates
research on the subject of personal identity. Marcia attests that there are six domains in
which adolescents search for identity: vocational plans, values and preferences,
spirituality, gender roles, ethnic identity and political affiliations and beliefs.
Limitations of the Literature
The majority of the studies and information available focuses on AIDS as it
relates to education and socioeconomic status as opposed to looking at the other
ever-present variables. Most of the literature identified as useful for the purpose of this
study focused on the lack of general educational obtainment as a major contributor to
risky sexual behavior. Socioeconomic status was also identified as a major contributor to
sexual risk taking. However, there is a lack of information available about AIDS as it
relates to self-esteem, religiosity/spirituality, and adolescents which implies that far more
research is needed in this area (Seal, Minichiello, & Omodei, 1997). The theme
throughout the literature was in agreement that African-American females are in a
desperate need for more effective outreach initiatives in the communities in which they
live and worship, in an effort to decrease their participation in risky sexual behavior.
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The study sought to identify the variables that may be absent in current
HIV/AIDS outreach and prevention methods and the influence that these variables have
on African-American adolescents. For the purpose of this study, three variables are
utilized to assess risky sexual behavior: (a) self-esteem, (b) spirituality, and
(c) HIV/AIDS knowledge. The dependent variable is risky sexual behavior and the
independent variables are self-esteem, spirituality, and HIV/AIDS knowledge.
Hypothesis
The key hypothesis for this study is:
HO: There is no statistical significant relationship between HIV/AIDS
knowledge, self-esteem, and spirituality among African-American female
adolescents decision to participate in risky sexual behavior.
Theoretical Framework
The Theory of Reasoned Action is a valid theoretical framework that may be
utilized in assessing the factors influencing this population’s risk-taking behavior. The
Theory of Reasoned Action was developed by Ajzen and Fishbein (1980). Reasoned
Action is a cognitive learning theory that is used to explain how and why an individual
makes certain decisions. Reasoned Action has been used to explain health-related
behaviors such as cigarette and marijuana smoking (Ajzen & Fishbein, 1980). This
theory is grounded in the premise that people are rationale thinkers who systematically
weigh options available to them prior to engaging in certain behaviors.
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The Theory of Reasoned Action suggests that an individual’s behavior is directly
related to their intention to perform said behavior and that the behavior may be
influenced by perceived consequences, social norms, attitudes and self-perceptions
(Ajzen & Fishbein, 1980). In this study, a woman’s decision not to use a condom during
sexual intercourse may be correlated to what she perceives her partner’s willingness or
feelings are regarding use of a condom, thus increasing her exposure to STD’s, HIV, and
pregnancy.
Definition of Terms
AIDS: Acquired Immunodeficiency Syndrome
Adolescent: An individual, male or female, that is 12 to 20 years of age.
HIV: Human Immimodeficiency Virus
Risky Sexual Behavior: Sexual behavior that places its participant’s health in
jeopardy, i.e., sexual interco~irse without a condom or multiple sex partners in any given
time period.
Self-Esteem: An individual’s sense of personal worth that is derived more from
inner thoughts and values than from praise and recognition from others (Baker, 1999)
Spirituality: Devotion to the immaterial part of humanity and nature rather than
worldly things such as possessions; an orientation to people’s religious, moral, or
emotional nature (Barker, 1999).
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Summary
This chapter presented a review of existing literature related to the subject matter.
The variables discussed included self-esteem, HIV/AIDS knowledge, and spirituality as
they relate to risky sexual behavior in African-American adolescent females. This
chapter also presented a discussion of this study’s hypothesis and its theoretical





This exploratory study uses a non-experimental study design, specifically the one-
shot case study design. The design notation for this study is X 0, where X is equal to the
participant’s risky sexual behavior as it relates to spirituality, self-esteem, and HIV/AIDS
knowledge. The 0 is equal to the measure. Cook and Campbell (1979) remark that the
one-shot case study design is a strong design when working with descriptive research
questions. However, it can be weak in terms of internal validity.
Setting
The setting selected for the study was the Saint Paul African American Episcopal
Church in Lithonia, Georgia. This site was selected for this study due to Saint Paul’s recent
implementation of a youth ministry that addresses the unique needs of African-American
adolescents. This setting proved conducive to the study since it allowed the researcher to
have a cache of the projected population and the credibility of the study would increase
since there was no way to anticipate the participants’ level of HIV/AIDS knowledge, self
esteem or spirituality.
A non-probability convenient sample was used for this study. According to
Horowitz (1971), a non-probability convenient sample consists of individuals who are
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willing to respond to the researcher’s questionnaire. Participants attending a Saturday
morning conference facilitated by the church were asked if they were willing to complete a
survey. The researcher used this sampling for easy access to the projected population. The
rationale for selecting non-probability convenient sampling is for the purpose of subjects in
a specific location at a particular time.
The sampling was composed of 30 African-American adolescent females, ages 12
to 20. While the sample cannot be considered representative of the total population of
interest, generalizability was not a primary goal. The major purpose of this study was to
determine whether or not there is a significant relationship between spirituality, self-
esteem, and HIV/AIDS knowledge and its effect on risky sexual behavior in
African-American adolescent females.
Data Collection/Procedure/Instrumentation
The data for this study were obtained through a four-page questionnaire adapted
from Hudson (1992) and Turner (1993). The respondents were asked to come into a
meeting room within the church to participate in the study. The room was brightly lit and
there were desks with booths so that each participant had privacy when answering the
questionnaire. There was a 45-minute time limit when answering the questionnaire;
however, the majority of the questionnaires were completed within 30 minutes. Selected
questions were reviewed with the participants in order to ensure understanding and clarity.
The researcher contacted Ann McDonald, Project Coordinator for the Teen Outreach
Ministry (TAM) to request permission for participants to take part in the study. Written
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permission to administer the questionnaire was requested of the Project Coordinator.
Subsequently, permission was granted to use the church for the study.
Confidentiality and anonymity were explained to each participant. Since the
respondents were minors, the researcher provided the Project Coordinator with a consent
form that was to be reviewed and signed by the parent or guardian(s) of the participants.
Each respondent completed a questionnaire. After the thirty participants completed the
questionnaire, the researcher collected the completed questionnaires. The average time
spent on the questionnaire was 30 minutes. The consent form will remain the property of
the researcher until this study is completed, after which time all consent forms will be
destroyed. The 40-item questionnaire was divided into five sections focusing on
demographics, spirituality, self-esteem, risky sexual behavior, and HIV/AIDS knowledge.
The questionnaire contained mixed response format questions, multiple choice, and
Likert-type questions. The self-esteem scale was adapted from Hudson (1974) and the
spirituality scale was adapted from Turner (1993). There was no score assigned to these
subsets as a way to determine low to high for this instrument.
Data Analysis
For the purpose of this study, the Statistical Package for the Social Sciences 10.0
(SPSS) was utilized for the data analysis. An independent sample t-test was selected to
determine the role that spirituality, self-esteem, and HIV/AIDS knowledge play in
African-American adolescent females partaking in risky sexual behavior. Additionally,
descriptive, frequency distribution, percentage, and chi-square were employed to present
findings.
Summary
This chapter provided discussion of the setting and sample. It also provided a
description of the tools of measurement, the type of design notation, procedures of the




This chapter presents the findings of this study. It includes the demographics of
the study participants, as well as the results of their questionnaires.
Demographics
All 30 of the study participants were members of Saint Paul A.M.E.’s Teen AIDS
Awareness Ministry. Twenty-eight of the participants were African American, and two
chose “Other” as an option for their ethnicity. As specified in the methodology, each of
the participants was a female between the ages of 12 and 20. Specifically, two
participants were in the 12-14 cohort, five were 15-16, three were 17-19 and there was
one individual who was 20 years old.
The participants were also asked their religious affiliation since spirituality was
one of the variables of the study. Three of the participants affiliated themselves with
being a Baptist, four participants identified themselves as Methodists, one Catholic, one
























Table 2 speaks specifically to the number of participants that participate in risky
and non-risky behavior and the effect of low and high self-esteem on risk-taking
behavior. The level of statistical significance for Table 2 is 6.43 chi-square. More
specifically, 20% of the participants whose answers were indicative of high self-esteem,
participated in non-risky sexual behavior, 40% of the participants with low
self-esteem participated in non-risky behavior for a total of 60%; 17% of participants
with high self-esteem partake in risky behavior and 23% of participants with low-self
esteem partake in risky sexual behavior, for a total of 100% of the targeted population.
Table 2
Self-Esteem by Risky Sexual Behavior
Sexual Behavior
Non-Risky Risky Total df Chi-Square
# % % # %
Self-Esteem
High 6 20.0 5 16.7 11 36.7
Low 12 40.0 7 23.3 19 63.3
Total 18 60.0 12 40.0 30 100.0 1 .643
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Table 3 exemplifies spirituality by both risky and non-risky behaviors. More
specifically, the participants in this study who had low self-esteem often participated in
risky sexual behavior. The level of significance for Table 3 is 1.0 chi-square.
Table 3
Spirituality by Risky Sexual Behavior
Sexual Behavior
Non-Risky Risky Total df Chi-Square
# % % %
Self-Esteem
High 12 40.0 8 26.7 20 66.7
Low 6 20.0 4 13.3 10 33.3
Total 18 60.0 12 40.0 30 100.0 1 1.00
Table 4 measured HIV knowledge by risky behavior. In the table, the
significance of HIV education and risky behavior is in this population. The level of
Significance for Table 4 is .320 chi-square.
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Table 4
HIV Knowledge by Risky Sexual Behavior
Sexual Behavior
Non-Risky Risky Total df Chi-Square
# % # % %
Self-Esteem
Yes 17 56.7 10 33.3 27 90.0
No 1 3.3 2 6.7 3 10.0
Total 18 60.0 12 40.0 30 100.0 1 .320
Among the study participants over 65% had previously engaged in sexual
intercourse, including penis to vagina penetration, fellatio, anal sex, and the use of adult
novelties (dilidoes, vibrators etc.) (Table 5).
Table 5







Participants were also asked their sexual preference and 80% of the participants
responded that they were heterosexual, while 16.7% identified themselves as
homosexual, and 1 respondent identified herself as bisexual. This information is captured
in Table 6.
Table 6






Among the 30 participants whose responses were analyzed in order to display
these results, 40% responded that they had no sexual partners in the past month; 26.7%
responded that they had 1-2 partners; 26.7% responded that they had 3-4 partners, and 1
participant responded that she had 5-6 partners in the preceding 30 days. The same is
true for one respondent that who confessed to having over 7 sex partners in the preceding












Of the 30 participants, 46.6% responded that they always use protection during
sex; 16.7% responded that they use condoms often; 10% responded that they rarely used
condoms, and 26.7% reported that they never use condoms during sex (Table 8).
Table 8








The majority of the participants answered the questions about HIV correctly
(73%) (Table 9). Ninety percent (27) of the participants knew that mosquitoes were not a
mode of transmission for the virus (Table 10).
Table 9












The knowledge level of participants in this study regarding HIV/AIDS viruses
was high. Ninety-three percent (28) of this study’s participants knew that condoms were
the contraceptive method which prevents the spread of HIV (Table 11).
Table 11
Q1O: Which contraceptive methods can prevent HIV?
Variable Number Percent




As revealed in Table 12, a significant number of respondents (97%) were
knowledgeable that there are no specific viable symptoms related to the HIV/AIDS
viruses, which certainly speaks to their knowledge that one may not be aware that an
individual may be infected with HIV or AIDS.
Table 12
Qil: What are the spec~flc symptoms ofHIV?
Variable Number Percent
Arash 1 3.3




Table 13 reflects one of seven questions that were intended to gauge the level of
self esteem that each of the participants possessed at the time of this study. This
particular question specifically dealt with the participants love for another human being.
Fifty percent of the participants (15) revealed that they feel unconditional love for
another some of the time, while 30 percent of the participants shared that they feel
unconditional love for another a good portion of the time.
Table 13
Q12: Ifeel unconditional love for another
Variable Number Percent
Rarely 2 6.7
.A little 2 6.7
Some of the time 15 50.0
A good portion of the time 9 30.0
Most of the time 2 6.7
Total 30 100.0
34
Table 14, like Table 13, speaks to the overall level of self-esteem that each
respondent has. As previously stated, research indicates that those individuals who are
confident of themselves and feel loved are more frequently than not going to have better
decision-making abilities than someone who has not experienced unconditional love as
opposed to someone who has. The responses to this table were generally high, 40% (12)
responded that they feel satisfied with who they are some of the time, 27% (8) responded
that they feel satisfied with a good portion of the time while 10% (3) responded that they
feel good most of the time.
Table 14
Q13: Ifeel satisfied with who Jam
Variable Number Percent
Rarely 1 3.3
A little 6 20.0
Some of the time 12 40.0




Table 15 continues with the process of gauging how the participants view
themselves. In this question participants were asked how often they viewed themselves
as attractive. The highest percentage, 33% responded that they rarely viewed themselves
as ugly. The varied responses to this particular question lead the researcher to infer that
perhaps the responses that were given were in some part to the disillusion that many






Some of the time 6 20.0
A good portion of the time 8 26.7
Most of the time 2 6.7
Total 30 100.0
Research has shown that those individuals who feel love from another and
specifically an almost unconditional love from a family member, generally have higher
levels of self-esteem that say an individual who has not experienced this feeling of
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unconditional love. As Table 16 reveals, 43% (13) of respondents shared that they feel
unconditionally loved some of the time, while 33% (10) responded that they feel
unconditionally loved a good portion of the time. Again, these responses imply that those
respondents who feel loved generally possess higher self-esteem and in turn feel better
and more confident about themselves, which subsequently may lead to better impulse
control and decision-making when confronted with a more difficult decision, such as that
of engaging in sexual activity.
Table 16
Q15: Ifeel unconditionally loved
Variable Number Percent
Rarely 2 6.7
A little 2 6.7
Some of the time 13 43.3
Agoodportionofthetime 10 33.3
Most of the time 3 10.0
Total 30 100.0
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Table 17 delves into how the participants view their lives another possible
indicator related to strong decision making in human beings. The responses to this
question were quite shocking to the researcher as 43%(13) responded that they feel their
life has no meaning some of the time, while 33 %( 10) responded that they felt their lives
had no meaning a good portion of the time and 10% (3) respondents revealed they feel
their lives have no meaning most of the time. Upon viewing the tabulation of the
responses to this question, the researcher began to surmise that perhaps the responses to
this question spoke to the possible levels of depression in this group of participants.
Table 17
Q16: My life has no meaning
Variable Number Percent
Rarely 2 6.7
A little 2 6.7
Some of the time 13 43.3
A good portion of the time 10 33.3
Most of the time 3 10.0
Total 30 100.0
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Table 18 asked if participants felt an emptiness or void in their life. Thirty-three
percent (10) responded that they rarely do, 20% (6) responded a little, 16% (5)
participants responded some of the time, while 30% (90) expressed that they feel an
emptiness or void a good portion of the time. This question may again speak to the level
of depression amongst this group of participants.
Table 18
Qi 7: Ifeel an emptiness or void in my flfe
Variable Number Percent
Rarely 10 6.7
A little 6 6.7
Some of the time 5 50.0
A good portion of the time 9 30.0
Most of the time 0 0.0
Total 30 100.0
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In Table 19, participants were asked whether or not they feel that hey
need more self-confidence, the responses to this question were varied with 26% (8)
responding that they rarely felt they needed more self-confidence, 13% (4) responded that
hey felt they needed more self-confidence a little of the time, 16% (5) responded they
needed self-confidence some of the time, 26% (8) responded they needed more self-
confidence a good portion of the time whilel6% (5) responded that they needed more self
confidence most of the time.
Table 19
Q18: Ifeel I need more self-confidence
Variable Number Percent
Rarely 8 26.7
A little 4 13.3
Some of the time 5 16.7
A good portion of the time 8 26.7
Most of the time 5 16.7
Total 30 100.0
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The following tables were intended to measure the level of spirituality among the
respondents. Table 20 asked the participants if their life was guided by a higher power.
Forty percent (12) responded some of the time, 43% (13) responded some of the time,
while 16% (5) responded most of the time, they felt their lives were guided by a higher
power.
Table 20
Q19: My life is guided by a higher power
Variable Number Percent
Some of the time 12 40.0
A good portion of the time 13 43.3
Most of the time 5 16.7
Total 30 100.0
Table 21 asked how competent the participants thought they were 13% (4)
responded they felt they were confident a little of the time, 26% (8) felt they were
competent some of the time, 50% (15) felt competent a good portion of the time, and
10% (3) felt competent most of the time.
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Table 21
Q20: Ifeel that lam a very competent person
Variable Number Percent
A little 4 13.3
Some of the time 10 33.3
A good portion of the time 13 42.3
Most of the time 3 10.0
Total 30 100.0
Table 22 asked participants to gauge whether or not they felt that their friends felt
highly of them. Thirteen percent (4) believed their friends thought highly of them a small
portion of the time, 33% (10) responded their friends thing highly of them some of the
time, 42% (13) reported their friends thought highly of them a good portion of the time,
while 10% (3) felt their friends thought highly most of the time.
Table 22
Q21: Myfriends think very highly ofme
Variable Number Percent
Alittle 4 13.3
Some of the time 10 33.3




Table 23 asked if the respondents thought their particular situation, wherever they
were at this point in their adolescent lives was hopeless. Thirty three percent (10)
responded that they rarely thought their situation was hopeless, 20% respectively thought
their situation was hopeless a small amount of the time, a good portion of the time and a
good portion of the time, while 6% (2) felt their situation was hopeless most of the time.
Table 24 asked participants if they believed in GOD. Three percent responded
that they believed in GOD minimally, 14% (46) responded they believed in GOD some
of the time, while 50% (15) believed in GOD a good portion of the time.
Table 23
Q22: Ifeel that my situation is hopeless
Variable Number Percent
Rarely 10 33.3
A little 6 20.0
Some of the time 6 20.0
A good portion of the time 6 20.0




Q23: I believe in GOD
Variable Number Percent
Alittle 1 3.3
Some of the time 14 46.7
A good portion of the time 15 50.0
Total 30 100.0
In Table 25 participants were asked the level of which they practice forgiveness.
Six percent (2) responded a small amount of the time they did practice forgiveness, 40%
(12) responded that they practice forgiveness some of the time, another 40% (12)
responded they practice forgiveness a good portion of the time, and 13% (4) shared they




A little 2 6.7
Some of the time 12 40.0
A good portion of the time 12 40.0
Most of the time 4 13.3
Total 30 100.0
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The participants in Table 26 were asked about their spirituality. Three percent (1)
responded they believed in spirituality, 10% (3) responded they believed in spirituality a
little, 30% (9) shared they believed in spirituality some of the time, 40% (12) believe in
spirituality a good portion of the time, and 16% (5) believe in spirituality most of the
time.
Table 26
Q25: I believe in spirituality
Variable Number Percent
Rarely 1 3.3
A little 3 10.0
Some of the time 9 30.0
A good portion of the time 12 40.0
Mostofthetime 5 16.7
Total 30 100.0
The participants in Table 27 were asked if they were unafraid of death. Thirteen
percent (4) said rarely are they unafraid of death, 10% (3) shared that they were
minimally unafraid of death, 30% (9) responded that they were unafraid of death some of
the time, 33% (10) responded that they were unafraid of death a good portion of the time,




A little 3 10.0
Some of the time 9 30.0
Agood portion of the time 10 33.3
Most of the time 2 6.7
Total 30 100.0
In Table 28 participants were asked if they believed in a higher power. Three
percent (1) responded they rarely believe in a higher power, 30% (9) share they believe in
a higher power some of the time, 43% (13) responded they believe in a higher power a
good portion of the time, while 23% (7) believe in a higher most of the time.
Table 28
Q2 7. I believe in a higher power
Variable Number Percent
Rarely 1 3.3
Some of the time 9 30.0
A good portion of the time 13 43.3
Most of the time 7 23.3
Total 30 100.0
Table 27
Q26: Ifeel unafraid ofdeath
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Respondents in Table 29 were asked if they felt they were on earth for a purpose.
Three percent (1) responded they rarely feel they are on earth for the purpose, 6% (2) said
they believe they are on the earth for a purpose, 43% (13) responded they are on earth for
a purpose some of the time, 26% (8) felt are on the earth for a purpose a good purpose of
the time, while 20% (6) felt they were on the earth for a purpose most of the time.
Table 29
Q28: Ifeel that I am on earth for a purpose
Variable Number Percent
Rarely 1 3.3
A little 2 6.7
Someofthetime 13 43.3
A good portion of the time 8 26.7
Most of the time 6 20.0
Total 30 100.0
Table 30 asked participants if they felt their faith helps them to handle peer
pressure, 23% (7) responded their faith minimally helps them to handle peer pressure,
16% (5) felt their faith helps them to deal with peer pressure some of the time, 50% (15)
shared there faith helps them to deal with peer pressure a good portion of the time, while
10% (3) felt their faith helps them to deal with peer pressure most of the time.
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Table 30
Q29: Myfaith helps me to handle peer pressure
Table 31
Q30: Ipray every day
Variable Number Percent
A little 6 20.0
Some of the time 8 26.7
A good portion of the time 11 36.7




A little 7 23.3
Some of the time 5 16.7
Agood portion of the time 15 50.0
Most of the time 3 10.0
Total 30 100.0
Table 31 asked participants if they pray everyday. Twenty percent (6) responded
they do pray everyday, 26% (8) share they pray everyday some of the time, 36% (11)
shared they pray everyday a good portion of the time, while 11% (5) of the respondents
shared they pray everyday most of the time.
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Respondents were asked in Table 32 how they ranked spirituality and self-esteem.
Ten percent (3) shared they rarely ranked spirituality and self-esteem as most important,
23% (7) responded they found spirituality and self-esteem most important a minimal
amount of the time, 16% (5) found spirituality and self-esteem most important some of
the time. Forty percent (12) ranked spirituality and self-esteem most important a good
portion of the time, while 10% ranked spirituality and self-esteem most important most of
the time.
Table 32
Q31: I rank spirituality and self-esteem as most important
Variable Number Percent
Rarely 3 10.0
A little 7 23.3
Some of the time 5 16.7
A good portion of the time 12 40.0
Most of the time 3 10.0
Total 30 100.0
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Lastly, respondents were asked if they believed their religious faith could aid
them in making everyday decisions (Table 33). Sixteen percent (5) responded they rarely
feel their faith aids them in daily decisions, 10% (3) s~iared their faith aids them in daily
decision-making a minimal amount of the time, while 23% percent (7) said their faith
aids them in decision-making some of the time. Thirty six percent (11) shared their faith
aided them in decision-making a good portion of the time and 13% (4) responded that
their faith aids them most of the time.
Table 33
Q32: I believe that religiousfaith can aid me in maldng everyday decisions
Variable Number Percent
Rarely 5 16.7
A little 3 10.0
Some of the time 7 23.3
A good portion of the time 11 36.7
Most of the time 4 13.3
Total 30 100.0
The responses contained in Tables 20-3 3 directly referenced the level of
spirituality that each participant possesses. The posed question was closed-ended, and as
such, the participants were only able to respond in a limited manger. The responses to
~~
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spirituality were obviously mixed and in the end, there was no statistical significance that




This chapter summarizes the following: Results of the Study, Theoretical
Framework, Limitations to the Study, and Suggested Research Direction. The findings of
this study indicate that there is a high correlation between HIV/AIDS knowledge and
risky sexual behavior. The findings also revealed that self-esteem and spirituality have
no effect on adolescents partaking in risk taking behavior.
According to Tashakkori and Thompson (1992), the field of self-esteem needs to
be further studied in an effort to establish whether or not there is a link between
self-esteem, spirituality and risky sexual behavior. The theoretical framework of
Reasoned Action guided this study. The Theory of Reasoned Action suggests that social
factors play a large role in a person’s intentions (Ajzen & Fishbein, 1980). It also
suggests that actions are the manifestations of those intentions. If this theory is true, even
though the results of this study do not support it, there must be room for further study in
the area.
Limitations of the Study
This research study examined the relationship between spirituality, self-esteem,
HIV/AIDS knowledge, and risky sexual behavior(s) among African-American




limited to African-American females in a controlled environment. A second limitation to
the study was that the survey was lengthy and the participants appeared disinterested in
completing the tool. This statement was evidenced by the assessor’s observations of the
participants whereas several were engaged in conversations and several more appeared
restless while completing the tool.
A third limitation in this study was that there were only 30 respondents. If a
larger, more diverse population had participated in the study maybe the results would
have been different. Additionally, the young ladies that agreed to participate in this study
were not representative of varying socioeconomic backgrounds. The questionnaire for
this study was limited to how the respondent viewed spirituality and self-esteem. Finally,
an additional limitation was that there was no means of discerning whether or not the
respondents were being truthful in their responses. This may have distorted the results.
However, every effort was made in an attempt to assure the respondents that their
responses were confidential, but the participants may still have been reluctant to disclose
answers that may have been perceived as negative answers.
A final limitation was the fact that the questions related to HIV/AIDS knowledge
were informational type questions and they failed to properly assess the participant’s
knowledge about the subject.
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Suggested Research Direction
The results of this study present a wide variety of ideas for future research. It is
suggested a study of this type be expanded to include all adolescents from different ethnic
backgrounds in an effort to gauge the impressions that may be reflected in the various
ethnicities. Efforts should be made to include adolescents who are completely abstinent
and the participants should not be in a controlled environment. Future studies should also
be conducted on self-esteem, as to solidify the variables that may affect self-esteem and
behaviors of specified populations.
The purpose of this study was to determine whether or not HIV/AIDS knowledge,
self-esteem, and spirituality play an active role in the decision making regarding sex of
African-American adolescents who partake in risky sexual behavior. The results of this
study were by no means definitive. However, these findings may serve as a platform for
additional research.
The results of this study impact the field of social work in several different ways.
It will provide social work practitioners with insight into nontraditional modalities of
outreach, as well as information that may be useful in minimizing the spread of the
HIV/AIDS viruses.
It is increasingly important that social work practitioners use information as
contained in this study to create culturally and gender sensitive interventions for this
population. Social workers have the opportunity and responsibility to utilize their
education, training, and experience to provide resources and to advocate for outreach
programs that better suit the distinctive needs of this population.
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The phenomena of spirituality can no longer be ignored in the social work
practice as an intervention method when working with African-American adolescents
exhibiting risk-taking behaviors. Social problems change on a day-to-day basis.
Therefore, the social worker must possess an objective approach to ideas, feelings, beliefs
and values in order to best serve the client population.
Spirituality is a human need and social workers must recognize that a person’s
spiritual beliefs, values, perceptions, feelings, and ideas are fundamentally connected to
religious, philosophical, cultural, ethnic and life experiences. It is also important that the
practitioner acknowledge that spirituality in a person’s life can be a constructive way of
facing life’s difficult decisions.
Self-esteem and the role that it plays in the lives and decision-making process in
African-American adolescents continues to receive scrutiny and additional research is
needed to refute or accept the role of self-esteem. Furthermore, as social work
practitioners, we need to advocate for and develop programs that are focused on
increasing self-esteem in our African-American youths.
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CHAPTER VI
IMPLICATIONS FOR SOCIAL WORK PRACTICE
The purpose of this study was to discern whether self-esteem, spirituality, and
HIV/AIDS education play a role in the decision making of African-American female
adolescents as it relates to engagement in risky sexual behavior. Although the results of
the study as they relate to spirituality and self-esteem were not definitive, they presented
an excellent springboard for further research on the subject. Additionally, this study has
concluded with significance that HIV/AIDS knowledge is correlated to an African-
American female adolescent’s choice to partake in risky sexual behavior. This study
suggests that social work practitioners and other members of the helping professions may
want to cultivate HIV/AIDS prevention methods currently in use.
The results of this study impact the social work profession at several different
levels. It provides a glimpse into the deficits of outreach in the African-American
community, the role that the church and other religious agencies play in the development
of spirituality, and the impact of self-esteem on the risk-taking behaviors of
African-American female adolescents.
This study also provides beneficial information to social work practitioners who
are working diligently to decrease the spread of HIV/AIDS in the African-American




profession with a basis on which to work when evaluating the effectiveness of social
work outreach programs as they relate to African-American adolescent females.
This female population is within the age group that the Center for Disease Control
identified as one of the fastest growing groups contracting HIV/AIDS. It is important to
note that one of the roles of the social worker is that of an educator. It is within the
parameters of the social work profession to serve as a visionary as it relates to new
education initiatives that can be implemented at the grade school level. The social work
profession’s emphasis on empowering the client can be extremely useful when working
with a population similar to the one used in this study. These initiatives should address
issues of self-esteem and sexual risk-taking behaviors in an attempt to increase levels of
self-esteem in this population and to minimize the latter.
It is important that social workers use information, such as the results of this study
and studies similar to this one, to create both culturally sensitive and gender sensitive
interventions, in hopes of reaching the enormously diverse population of
African-American collegiate women. Because social workers greatly influence policy,
they have a significant advantage in making sure that new policies include an effort to be
sensitive to all high-risk populations. Social workers may be better suited to work toward
the planning of creating self-esteem programs, in an effort to reduce risky sexual
behavior than any other professionals working to prevent the spread of HIV/AIDS. Their
knowledge of the importance of psychosocial factors on decision making, as well as their
knowledge of the fact that one must change thought in order to change behavior, could
prove to be invaluable in the planning of new HIV/AIDS prevention programs. Social
— ~_.___._____L~
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work practitioners must be committed to advocating for programs better suited for
African-American adolescent females, in an effort to decrease their contraction of
HIV/AIDS. There must be continued research in the area of HIV/AIDS prevention and
strides must be made to understand the reasons that high-risk groups continue to
participate in risky sexual behavior.
HIV/AIDS has become a social issue, not only here in the United States, but
around the world. Until the extermination of the disease, social workers must continue to
be committed to working towards efforts that support a decrease in risky sexual behavior
among all populations, but specifically high-risk populations. It is important that social
workers continue to contribute to the area of research on HIV/AIDS from a psychosocial
perspective. Future studies may aid program planners in their efforts to create new and
innovative initiatives. Additionally, social workers must continue to play a vital role in
society’s “War on AIDS.”
APPENDIX A
Informed Consent Form
I hereby authorize Felicia White to perform the following study on my minor child. This study is
designed to examine the relationship between self-esteem, spirituality, and IV/AIDS knowledge among
African-American adolescent females.
I understand that my child has been asked to participate because she is an
African-American adolescent.
I understand that the study described above may involve the following risks and/or discomforts:
some of the questions may be embarrassing to answer. The questionnaire will be confidential to reduce
embarrassment. No risk to my minor child’s health will result from her participation
I understand that I may not receive any direct benefits from being in this study, but that what is
deemed may help other African-American female adolescents in the future.
I understand that Felicia White can be reached at (770) 717-7749, and will answer any questions I
may have at any time concerning details of the procedures performed as part of the study. If the study
design is changed, I will be so informed and my consent
Re-obtained.
I understand that I retain the right to refuse my child’s participate or to withdraw my child from
this research study at any time without prejudice or punishment.
I understand that the consent form will be destroyed at the completion of this study.
Parent/Guardian ___________________________________ Date
Research Participant ___________________________________ Date
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APPENDIX B
Letter Requesting Permission to Conduct Research
CLARK ARANTA UNIVERSITY
Whitney M. Young, Jr.




Saint Paul A.M.E. Church
1704 Stone Mountain-Lithonia Road
Lithonia, Georgia 30058
Dear Mrs. McDonald:
My name is Felicia White. I am a Master of Social Work candidate at Clark Atlanta University. In pursuit of my
degree, I am conducting a study examining the relationship between self-esteem, spirituality, and HIV/AIDS
knowledge as it relates to risky sexual behavior among African-American female adolescents.
I have a questionnaire that is expected to take approximately 20-30 minutes to be completed. Please be assured that the
responses contained in the questionnaire will be completely anonymous. At no point will the participants be associated
with a completed questionnaire.
If you have any questions pertaining to the proposed study, please feel free to contact my thesis advisor, Hattie
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I am pleased to inform you that the Teen AIDS Awareness Ministry (TAM) at Saint Paul
A.M.E. Church and participants have agreed to participate in your research study
assessing the effect that spirituality, self-esteem, and HIV/AIDS knowledge have on the
risk-taking sexual behaviors among African-American female adolescents.
You may administer your survey on the date that we have previously discussed. If this
does not meet your needs, please contact us. If we do not hear from you, we will assume
that the study is going forth.
Thank you for studying the needs of African-American adolescents and their risk-taking












































ci more than 7










9. Can Mosquitoes transmit the HIV virus?
ci Yes
ciNo
10. Which contraceptive method can prevent HIV?
ci Birth Control Pills
ci Condoms
ci Spermicidal
11. What are the specific symptoms of HIV/AIDS?
ci Your big toe aches before church on Sunday
ci A rash from head to toe
ci There are no specific symptoms of HIV/AIDS
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Appendix D (continued)
Please circle the answer that best describes how you feel. It is not a test, so there are no
right or wrong answers. Please use the rating scale below to answer each question.
1 = Rarely or none of the time
2 = A little of the time
3 = Some of the time
Spirituality
12. I feel unconditional love for another
13. I feel satisfied with who I am
14. Ifeelugly
15. I feel unconditionally loved
16. My life has no meaning or purpose
17. I feel an emptiness or void in my life
18. I feel that I need more self-confidence
19. My life is guided by a higher power
20. I feel that I am a very competent person
21. My friends think very highly of me
22. I feel that my situation is hopeless
23. I believe in GOD
24. I practice forgiveness
25. I believe in spirituality
26. I feel unafraid of death
27. I believe in a higher power
28. I feel I am on earth for a purpose
29. My faith helps me to handle peer pressure
30. I pray everyday
31. I rank spirituality and self-esteem as most important in my
daily life
32. I believe that religious faith can aid me in making
everyday decisions
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
4 = Good part of the time
5 = Most of the time
Adoptedfrom Hudson-SelfEsteem Test (1992) and Turner Spirituality Test (1993)
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